chest easily inflated. Her heart rate was 52 beats/minute (apex); there were no palpable pulses and no response to stimuli. She was given adrenaline 1:1000 0 5 ml by subcutaneous infusion, 5% sodium bicarbonate 10 ml, and hydrocortisone 100 mg by intravenous injection. An intravenous infusion of plasma protein fraction was started. Within a few minutes peripheral pulses were palpable and systolic blood pressure was 50 mm Hg. She remained drowsy for about 12 hours but apart from having fever (37-4'C) made an uncomplicated recovery. Her parents declined further attempts at surgery and she was discharged.
Comment
The children received doses from [2] [3] [4] [5] [6] [7] mg/kg to 4-2 mg/kg, which corresponded with the suggested range for preanaesthetic sedation. The preparation was returned to the manufacturer, but no abnormality was found. Possibly the suggested dose range of 2 to 4 mg/kg is too high. Vivori recommended [1] [2] [3] [4] [5] mg/kg to a maximum of 30 mg,' but as he combined this dose with morphine a precise comparison is difficult.
In two instances the episodes were probably partially self induced by posture. Other 
Subjects, methods, and results
All house officers were tested during their first month as qualified doctors. On their first morning they were issued with a 10 question, five stem multiple choice paper, to be completed in 10 minutes. The practical evaluation was in two parts: part 1 tested their ability to perform adequate external cardiac massage and mouth to mouth ventilation using a standard Ambu training manikin. Special attention was paid to the force of compression, rate and rhythm, and whether external cardiac massage was done dangerously-that is, off centre or too low. The technique and effectiveness of mouth to mouth ventilation were also assessed. House officers failed if they were unable adequately to ventilate the manikin or produce adequate chest compression, as recorded by the attached standard monitors, or if their technique was dangerous. Part 2 tested the house officer's skill at intubating an intubation model, connecting the endotracheal tube via standard connections to a standard anaesthetic machine, and delivering enough 100% oxygen. Special attention was paid to whether the doctor checked the laryngoscope and bulb, protected the teeth during intubation, and whether the tube was lubricated and the balloon satisfactorily inflated. The time taken to intubate and ventilate was recorded.
The multiple choice paper tested the management of ventricular fibrillation, asystole, and electromechanical dissociation. Priorities when conducting advanced cardiac life support were also assessed, as were skills in the management of complications arising during cardiopulmonary resuscitation-for example, pneumothorax.
The Cardiopulmonary resuscitation requires largely practical skills. Apart from the examination of patients, practical skills are neither taught nor, more important, examined in final medical examinations. Learning cardiopulmonary resuscitation by experience on patients will cost lives. Many doctors, having failed abysmally in a particular part of the study, were particularly receptive when given a practical tutorial.
The skills are not complex: many house officers failed because they were literally unable to turn on the oxygen supply of a standard anaesthetic machine. Others, lacking this vital skill, even attempted to unscrew the oxygen bottle from the trolley, which could have resulted in the cylinder falling from the machine.
Responsibility for this state of affairs must rest with the teaching authorities. Hitherto they have assumed that these skills are acquired by "osmosis," rather than by any organised programme of instruction. Our own college has made instruction in resuscitation compulsory at both preclinical and clinical levels; it has also purchased the necessary equipment for these courses and sponsored the production of a teaching video. We suggest further that policy guidelines for hospital cardiopulmonary resuscitation should be set up, ideally identical with the Resuscitation Council (UK) guidelines. An officer working within the hospital should be designated as responsible for training and standardisation of basic and advanced life support programmes. These should be taught at the beginning and end of the clinical years and, most important, examined both theoretically and practically. We find that for a group of eight students this takes three hours for each session-a total of six hours in a course lasting four and a half to five and a half years: surely not a high price to pay ?
We thank Miss Fiona Whimster for help in the preparation of the manuscript and Mr Simon Dodds (medical student) for help with statistical analysis. 1 
Delay in diagnosing testicular tumours
Testicular cancer accounts for about 1% of cancers among men and is increasing in incidence. It is potentially curable, even in the advanced state, because of effective chemotherapy. The efficacy of treatment, however, is dependent on stage and bulk of metastases,l and delays in diagnosis affect stage and therefore prognosis.2 Delay may be attributable to the patient, the general practitioner, or the hospital. We undertook a retrospective study to measure these delays so that possible remedies could be made. The principal delay in diagnosis was attributable to the patient (see table) . Although some patients sought advice immediately, most waited, some as long as two to three years. Most patients were referred immediately by their general practitioners, but in seven delay was more than two months and in two more than six months. The majority attended hospital within four weeks, but 4% waited two or more months: these delays may have been caused by insufficiently explicit referral letters. Orchidectomy was performed fairly quickly, but 10% waited four or more weeks for the operation. There was virtually no difference in the delays for the two types of tumour. The longer the total delay, however, the greater the proportion of higher stage patients in both histological groups, particularly among patients with teratoma.
Comment
Occasionally patients present with metastatic disease without testicular symptoms. Some change in testicular size or consistency, however, is usually noted by the patient or his partner. It is often the partner who insists that advice is sought about signs or symptoms that the patient may be prepared to ignore or is embarrassed about. 
